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Dr Anthony R. Furnary (Portland, Ore). John, you have pre-
sented a very interesting concept and a nice piece of work. I have
a few questions for you and I want to be clear. The reduction in ad-
missions was due to a reduction in infection, so the overall group
was carried by the reduction in infection?
Dr Nabagiez. Right.
Dr Furnary. In the interventions you describe there were only 5
patients who received antibiotics, so it seems to me to be a little
discordant. How does a home visit and maybe prescription of an-
tibiotic medications reduce overall admission rates?
Dr Nabagiez. I had the same question. There were a couple in-
stances of wound care. There may have been more that were not
documented on the home care sheet, perhaps prescriptions that
were not documented. For example, sometimes a physician assis-
tant (PA) will look at a wound and say, ‘‘It does not look so bad,
call us if you have a fever in the next 24 hours,’’ and the patient
will call the office and get a prescription. That office encounter
would not necessarily be tracked on the sheet. Additionally, adjust-
ments of medications for hypoglycemia—indeed merely inquiring
about compliance with medications for hypoglycemica—might
well have played a role. I think that is responsible for part of it.
Also, a lot of patients are concerned about their wound and visit
an emergency department. As a result, unfortunately, we have
some inappropriate admissions. Admissions not based on that
wound itself, but just based on the nervousness of the emergency
department physician. I think a PA looking at a wound and saying,
‘‘This looks okay,’’ prevents those sort of inappropriate
readmissions.
Dr Furnary. I think this is a really important point because
reduction of inappropriate admissions is probably one of the key
factors going on here.
The second question I have concerns the PA visits: They hap-
pened on day 2 and day 5. When I look at your control group—
and I imagine the same would be true if we looked at those
who refused visits—there was a spike of readmissions during the
11- to 14-day period. With that in mind—there were also readmis-
sions in your visit group at 8, 9, 10, 15, and 18 days—do you think
another visit at say 11 or 12 days might be helpful?
Dr Nabagiez. That is a great question. Strangely, even though
our PAs only made 2 visits, the effect of seeing patients during
the first week seemed to carry through to the secondweek—at least
for infection purposes. I think additional visits may help more in
cardiac category patients, who can get into trouble in more differ-
ent ways. It would be interesting to see if additional visits would
make a difference.
Dr Furnary. Exactly. Another visit might help prevent read-
missions for congestive heart failure, pulmonary edema, and
things like that.
Let’s talk about the people who refused to be visited. Do you
have any sense as to why they refused a visit? Most people love
to be seen by caregivers. Why not put those refusal patients into
the control group? They are sort of not-historical controls and
they would have added nicely.
Dr Nabagiez. I chose to not put them in with the control group
because in every sample you are always going to have refusers—
you are never going to get 100% to agree to a visit. I did not want to
make it look like our readmission rate was better than it was.232 The Journal of Thoracic and Cardiovascular SurgAs to why they refused, I do not know. I never actually asked
a patient. Some patients—maybe the younger, healthier ones—be-
lieved it was unnecessary. Some patients just want to get on with
their lives, get back to work. I do not have a good answer for that.
Dr Furnary. All right. Last question: What do your PAs think
about this?Whopays for thegas andwhopays the PA for their time?
DrNabagiez.When conducting homevisits was first imposed on
the PAs they absolutely hated it. Over the years they have grown to
detest it moderately, sowe have come a long way. Some PAs are less
resistant to it than others and those do it more often. But it works,
and they see the results. The PAs are hospital employees, so the
visits are included as part of their work schedule for that day.
They receive $0.55/mile reimbursement for travel expenses.
Dr J. W. Randolph Bolton (Fresno, Calif). A number of years
back we started having our nurse practitioners and PAs call pa-
tients the day after they were discharged. I got a lot fewer calls af-
ter that.
I have a couple of questions. First, when is your routine follow-
up with the patients in your clinic? Second, why did you choose
days 2 and 5? Third, rather than visits do you think a phone call
and a return to clinic if appropriate would be a better—less expen-
sive—way of going about this?
Dr Nabagiez. Great questions. I originally had the same
thought; why are we going to their houses, why not just have
them come to the office more frequently? To be honest, I think
that would work just as well. However, there probably would be
less patient compliance. I do not know that patients would be will-
ing to come so frequently. Of course, some would show up every
day if you asked them but some might not, so it certainly is a valid
question.
Dr Bolton. How did you choose days 2 and 5, and when was
your routine return follow-up?
DrNabagiez. Two and 5 were chosen by the parent institution. I
did not have a say in that and I do not know how they came up with
it. But it seems to work. Our routine follow-up before the home
visits were implemented was basically to see them in the office
during postdischarge weeks 2 and 4 and then additional visits if
necessary.
Dr Scott Millikan (Billings, Mont). The holy grail of health
care cost reduction in this country, as you have touched on, is de-
creasing hospital readmissions. Has your institution embarked on
any financial analysis of your cohorts and can you share any
information?
Dr Nabagiez. I wanted to pursue such an analysis, but I also did
not want to muddy the waters. So I stuck to just the clinical aspect
for this report. I have not run the numbers. I am going to do that
with some administrators from the hospital who understand that
whole process better than I do. I can tell you—my knowledge of
this area is very limited—that there is a concept called transitional
loss that involves the diagnosis-related group that you are paid. If
you send a patient home early, rather than be rewarded, a fraction
of the money goes to the visiting nurse team. So you can save that.
And of course the cost of a readmission is saved, but I am sure the
total, cumulatively, would be tremendous. I am going to work on
that, too.
Speaker.What is the volume of discharges per year, how many
nurse practitioners cover those patients, and what was the geo-
graphic range that you sent them out to?ery c January 2013
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is a population of about 500,000. We did conduct some visits to
some neighboring counties in New Jersey, but, you are right,
some patients lived outside those areas and they did not get
home visit follow-up. That was true of both groups—the control
and the home visit.
The number of discharges per year for this category of patients
(discharged to home) is around 350.
There are several visiting nurse services that we used to use ex-
clusively, but now we just use this.
Speaker. How many nurse practitioners is that?
Dr Nabagiez. We do not have nurse practitioners in our
practice.APPENDIX 1. Physician Assistant Home Care Form/Chec
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Dr Nabagiez. We have about 8 to 10.
Speaker. I have a question about length of stay versus readmis-
sion. Was there any correlation between length of stay and read-
mission? That is, are patients with a shorter hospital length of
stay more likely to be readmitted? If a patient has a 29-day length
of stay, the chance of him or her being readmitted at 30 days is al-
most zero. Any correlation?
Dr Nabagiez. I did not look into that. It is certainly worthy of
investigation. As far as the really prolonged admissions, we did
not have those. Typically those patients will wind up in a rehab fa-
cility or a nursing home and patients in that situation were ex-
cluded from this study.klist
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